Background There has been little attention paid to the role of therapeutic processes in group
| INTRODUCTION
Although previous research has demonstrated the efficacy of group therapy, identifying the underlying mechanisms driving change has proven more challenging than identifying change processes for individual therapy. This challenge is thought to be because group members form relationships with other group members and group members' evaluations of their experiences are influenced by the interactions and atmosphere that are created by them. Indeed, it has been proposed that the unique curative element of group therapy that distinguishes it from individual therapy is the therapeutic relationship formed with the group members and with the group as a whole. 1 Group climate is the most widely studied group process and is composed of 3 components. 2, 3 The first component is engagement, which is defined as a positive working atmosphere, a sense of constructive interpersonal investigation, and a sense of cohesiveness between members. Engagement has been most consistently associated with better outcomes. 4, 5 The second component is conflict, which is defined as the degree of hostility and mistrust between group members. Higher conflict has been associated with poorer outcomes, 6 although several studies have suggested that the role of conflict depends on the way that members handle the conflict in group. 7 The third component is avoidance, which is the perception that members do not take responsibility for their own change processes. 2, 3 Avoidance has been less consistently associated with outcome. 4, 8 In addition to unique therapeutic ingredients of group therapy, other nonspecific therapy processes may also contribute to the process of change. Working alliance is the most widely studied common element of individual therapy. In the group therapy context, working alliance is commonly conceptualized as the affective bond between member and group therapist and the agreement between member and therapist on treatment tasks and goals. 9 Working alliance can take on additional meaning in a group setting, but the most common approach taken is to assess each member's alliance with the group leader. 10 Studies suggest that higher working alliance predicts more positive group therapy outcomes. 11 A second nonspecific process is therapeutic realizations, which include insights connecting one's past with current events, the unburdening of one's concerns, and enhanced hopefulness. 12, 13 Therapeutic realizations differ from group climate because they reflect the benefits for the individual rather than the perception of group members' interactions. Therapeutic realizations have not been studied as a predictor of group therapy outcomes, but they predict better posttreatment adaptation in individual therapy. 12 The primary goal of the current study was to examine group cli- between group members were fostered. The results from the primary data analyses of this randomized clinical trial indicated that both treatments were effective in reducing distress, but ECG was more effective in reducing distress among nondistressed patients and SG was more effective in reducing distress among distressed patients. 14 This study is a secondary analysis of these data focusing on therapy process.
This study had 3 aims. The first aim was to examine whether there were differences between group treatments regarding group climate, working alliance, and therapeutic realizations. We proposed that group climate and therapeutic realizations would be higher in SG than ECG, because of the emphasis on group relationships and understanding emotions in that approach. The second aim was to examine the association among group climate, working alliance, and therapeutic realizations in predicting pretreatment to posttreatment changes in psychological adaptation. We proposed that all 3 would predict improvements in psychological adaptation.
The third aim was to examine whether there were differences in these associations between the 2 group treatments. We hypothesized that group climate would be more strongly associated with posttreatment outcomes among participants in the SG treatment as compared with ECG. We proposed this because SG's primary goal was to foster a positive group environment and ECG was a skill-based treatment where a positive environment between group members was not specifically fostered.
The study advances the knowledge base for group therapy provided to cancer patients in 3 ways. First, most of the prior work has presented qualitative studies or investigator impressions that have suggested that group benefits include peer support, 15, 16 reduced isolation, 17, 18 expression in a safe environment, 18, 19 and improved selfunderstanding. 18 One study asked breast cancer patients enrolled in a group therapy after they completed the treatment how involved they were in the group and how supported they felt and found that this measure was associated with better adaptation. 20 We used established therapy processes measures and evaluated their association with treatment outcomes.
Second, we used a more dynamic approach to understanding therapy processes among couples who attend group together. That is, we assessed the impact of one partner's perception of group process and benefits of the group on their own and on their partner's outcomes, using the actor-partner interdependence model (APIM) 21 Third, we evaluated differences in the association between group processes and outcomes between different group treatments.
Although we proposed common group processes in this study, we proposed that group climate would play a stronger role in outcomes in the SG approach. There are no published studies comparing group processes between different types of group therapy for cancer patients, and thus, our study represents an advance in group process research in psycho-oncology.
2 | METHODS
| Participants
This study is a secondary analysis of data collected as part of a randomized clinical trial evaluating the efficacy of an ECG intervention and a couples' SG intervention. 14 
| Procedures
Eligible patients were identified and approached after an outpatient visit, by telephone contact, or by mail. Patient and spouse were given a written informed consent document and the questionnaire to complete. Couples were randomly assigned to ECG or SG. Randomization was done after both partners' consents and the time 1 surveys were completed. The assessment time points used for this study were the baseline and 6 month post-intervention surveys, when the psychosocial outcomes were assessed, as well as ratings of group processes and progress in group, which were completed after group sessions 4 and 8 (the last group session). The schema for measure administration is shown in Figure S1 . 
| Intervention models
The ECG consisted of eight 90-minute weekly groups led by 2 therapists. The goals of session 1 were to orient patient and partner partic- 
| Group leaders and supervision
Thirty-five interventionists served as leaders. The majority were master's level social workers or psychologists (n = 25) or doctoral level psychologists (n = 8). Ninety-one percent had prior group therapy experience, and 90% had prior couples' therapy experience. Leaders Telephone supervision was provided after each group session. A video-recording was rated by the supervisor using a fidelity checklist, and written comments were provided. The ECG fidelity checklist contained ratings of whether each topic was addressed and whether home assignments were reviewed. The SG fidelity checklist contained ratings of the degree to which each group topic was explored and the degree to which supportive techniques were used (eg, maintaining cancer focus, validation, and creating a sense of being understood). 75 (engagement, session 4).
2.5

| Therapeutic alliance
Alliance was assessed using the Working Alliance Inventory 24 that is a 36-item questionnaire with 3 subscales: bond, task, and goals. Respondents rate agreement using a 7-point Likert-like scale. For purposes of this study, the 3 scales were summed into a single scale. ronbach α was .93 for group 4 and .94 for group 8. For partners, Cronbach α was .94
for group 4 and .95 for group 8.
| Therapeutic realizations
The Therapeutic Realization Scale of the Therapy Session Report 12 has 11 items and 3 subscales: unburdening (3 items) (sample item, "A chance to let go and get things off my chest"), insight (4 items) (sample item, "More ability to feel my feelings, to know what I really want"), and encouragement (3 items) (sample item, "Confidence to try to do things differently"). This measure was given after groups 4 and 8, and patients and partners were asked to reflect on the group that just took place. For purposes of this study, the 3 scale scores were summed into a single score (the average correlation between subscales was .70 were grand-mean centered, and categorical predictors were effects coded. The random structure for these models included a random intercept for groups, which assessed the degree to which outcomes for individuals in the same group were similar, as well as a dyadic correlation between the 2 partners' residual variances, which assessed similarity in residual outcomes across partners after removing the effects of the covariates and predictors. partner). The random structure for these models was the same as those in the over-time analyses.
3 | RESULTS
| Differences between ECG and SG in group processes
Characteristics of the sample are shown in Table 1 . The sample was primarily non-Hispanic white, and more than half had a college education or higher. Slightly more than half of the sample was diagnosed with ductal carcinoma in situ or stage I breast cancer, and about half had undergone a mastectomy.
3.2 | Differences in process variables across condition and over time Table 2 presents the means and standard deviations of the group process variables at sessions 4 and 8 for patients and spouses in the 2 treatment conditions, and Table 3 presents results for multilevel analyses examining condition, time, and role effects for those variables.
Notably, all variables showed significant group variance suggesting that there were differences in group process variables from group to group. In addition, with the exception of avoidance, all of the dyadic correlations were significant indicating that if one member of the couple reported more positive process, the other member did as well.
As shown in Table 3 , only avoidance and engagement showed differences as a function of condition such that for both patients and Table 4 reports the results for using session 4 and session 8 group process variables as predictors of follow-up anxiety. Because there were no significant effects for either session 4 or session 8 therapeutic realizations (for either anxiety or well-being), that variable is not reported in either Table 4 Table 3 also shows a significant actor effect for session 8 conflict such that individuals who reported higher conflict at session 8 reported higher anxiety at follow-up.
| Predicting follow-up anxiety
For working alliance, the actor effect results indicate that higher working alliance at session 4 was associated with lower posttreatment anxiety. However, the actor effect was qualified by a significant actor by role by condition interaction. Simple slopes analyses showed that the effect of perceiving higher session 4 alliance on lower posttreatment anxiety was driven primarily by patients in ECG (b = −.080, se = .025, β = −.324, and P = .002). The actor working alliance coefficients were not significant for patients in SG or for spouses in either condition. Table 4 indicates a similar actor by role by condition Table 5 presents the results for group process variables predicting 6-month follow-up well-being. As indicated in the Table, engagement at both session 4 and session 8 showed significant actor effects such Group intraclass correlation P = .082** P = .182** P = .053* P = .147** P = .079** Dyadic correlation P = .040 P = .114* P = .106* P = .240** P = .192** Abbreviations: ECG, enhanced couple-focused group; GCQ, Group Climate Questionnaire; SG, couples' support group.
| Predicting follow-up well-being
Role is coded patient = 1, spouse = −1; condition is coded SG = −1, ECG = 1; education is coded college degree or more = 1, less than a college degree = −1; ethnicity is coded non-Hispanic white = 1, all others = −1.
*P < .05. **P < .01. session 8 showed a significant actor by role interaction in which spouses who reported higher conflict at session 8 also reported lower well-being at the 6-month follow-up, b = −.748, se = .224, β = −.159, and P = .001. For patients, the conflict coefficient was not significant.
Finally, there was a significant actor effect for working alliance at session 4 such that individuals who reported higher alliance showed significantly higher well-being at follow-up. In addition, Table 5 shows evidence of an interaction between partner treatment alliance at session 8 and treatment condition predicting posttreatment well-being.
In this case, neither of the simple slopes for partner report of treatment alliance was significant, but they were similar in size and opposite in sign: for SG, b = .044, se = .025, β = .103, and P = .075 and for ECG, b = −.033, se = .025, β = −.078, and P = .182. This result indicates that, in SG, people whose partners reported higher treatment alliance tended to report higher posttreatment well-being, but a weak version of the opposite pattern emerged for ECG.
| DISCUSSION
With the proliferation of group therapy treatments for cancer patients, understanding the contribution of therapeutic processes to outcomes is an important goal. There has been scant empirical attention paid to the role of therapeutic processes in group therapy outcomes for this population. In the present study, we evaluated these processes in 2 efficacious couple-focused approaches to group treatment. There were 5 key findings. First, perceptions of group climate differed in hypothesized ways between the more structured ECG and the more explorative SG. The SG participants (both patients and spouses) perceived higher engagement-more caring between group members, more self-exploration, higher levels of group participation, and higher levels of disclosure. The SG participants (both patients and spouses) also perceived lower levels of group avoidance of discussing topics, less distancing, and less withdrawal from other members as compared with ECG. Levels of group conflict, working alliance, and therapeutic realizations did not differ between the 2 group approaches. The fact that working alliance did not differ between the 2 group approaches was expected, in that bonding with group leaders, fostering an understanding of group tasks, and clarifying goals for each session were an important component of both approaches. It is surprising that therapeutic realizations were not higher in SG, because a primary SG goal is to facilitate the unburdening of feelings and insight. One explanation is that ECG's in-session exercises and home assignments focused on improving couples' communication about cancer, improving relationship intimacy, and stress management. These exercises may have allowed couples to share concerns and understand their emotions with their partners. Thus, both approaches fostered insights and realizations, but in different ways.
Our second key finding regarded the patterns of change in group processes over sessions. Group engagement, working alliance, and Working Alliance Session 8 Role is coded patient = 1, spouse = −1; condition is coded SG = −1, ECG = 1; education is coded college degree or more = 1, less than a college degree = −1; ethnicity is coded non-Hispanic white = 1, all others = −1.
*P < .05. **P < .01.
therapeutic realizations increased, and group conflict decreased over the course of both treatments. These findings are encouraging for our 2 brief couples' group therapy models. Prior research examining patterns of change in group processes for therapies delivered to non-cancer patient populations dealing with psychiatric issues has shown fluctuations in cohesion and conflict over the course of treatment. 27 One explanation for our finding is that our group approaches did not focus on resolving member's long-standing interpersonal problems or resolving group conflicts.
The third key finding is that group climate was associated with therapy outcomes, but the patterns were not consistent across all aspects of climate. Perceived group conflict showed the strongest and most consistent pattern of associations with outcomes: Patients who perceived greater group conflict at session 4 reported higher anxiety and spouses who perceived more conflict at session 8 reported higher anxiety and lower well-being. These findings are consistent with prior group therapy research suggesting the adverse effects of group conflict. 6, 28, 29 Our findings for group engagement were consistent with the large body of work in group therapy. The fifth key finding regards the lack of association between therapeutic realizations and posttreatment outcomes. Although this finding should be replicated in other group therapy studies conducted with cancer patients, our findings suggest that a supportive group environment and, to a lesser degree, a solid alliance between group member Role is coded patient = 1, spouse = −1; condition is coded SG = −1, ECG = 1; education is coded college degree or more = 1, less than a college degree = −1; ethnicity is coded non-Hispanic white = 1, all others = −1.
and leader play a stronger role in group outcomes than helping individual members to unburden feelings, gain insight, and foster hopefulness.
What can we conclude about the role of therapeutic processes in couples' group therapy for breast cancer patients? The positive working atmosphere in group was higher in SG as compared with ECG.
Given the primary goal of SG was to foster a positive working environment; these findings are consistent with our prediction. However, both group approaches fostered similar levels of member-leader alliance and internal processing (eg, unburdening, insight, and hope). The mechanisms of change were similar for the group approaches in that group engagement, group conflict, and (to a lesser degree) working alliance predicted posttreatment outcomes for both treatment approaches.
Only working alliance had different effects in that alliance was more strongly related to lower anxiety among participants in ECG than SG.
Taken together, our findings suggest that therapy process mechanisms for these 2 approaches are common across the 2 group approaches, which are consistent with generic process models of therapy. 13, 33 The fact that patients endorsed more positive group processes (engagement, working alliance, and therapeutic realizations) than spouses, and spouses endorsed more negative group processes (avoidance and conflict) than patients, suggests that the couples' group may have been a more positive experience for patients than their spouses.
One explanation is that spouses' motivations for attending group may have been to help the patient rather than to foster their own adjustment. Future research might benefit from examining the reasons why spouses engaged less in group than patients.
A final conclusion regards the findings regarding partner effects.
Reviews of the group therapy literature have suggested that mutual influence of group members' perception of processes should be considered. 34 By using the APIM, we were able to evaluate one aspect of mutual effects-the impact of one partner's perceptions of the group on the other partner's outcomes. Partner effects were illustrated, at least regarding the impact of group engagement, group conflict, and working alliance. Prior studies have examined mutual influence regarding the association between one group member's absence at one group session and other members' attendance in subsequent group sessions, 35 the association between one member's interpersonal control on the other members' group participation, 36 and the association between specific behaviors exhibited in one group on the same behavior by other members in a subsequent group. 37 Our study is the first to use the APIM to examine partner effects of group processes. These findings hold promise and suggest that the APIM might be a fruitful approach for understanding dynamic effects in group therapy.
There were several limitations. The GCQ avoidance scale had low internal consistency. Low reliability of the avoidance scale has been previously reported. 38 Thus, the findings should be interpreted with caution. Second, we had a high rate of study refusal, and participants were significantly younger and diagnosed for a shorter period of time than study refusers. In addition, there was a relatively high rate of couples who dropped from the groups before they began. Although couples' attendance at 7 or 8 group sessions was acceptable (71%-79%), it was not as high as anticipated. Although we used all data provided (eg, we used data from ratings made during session 4 if the couple dropped after session 4), the attrition may have affected the study's results. Third, our sample was composed of primarily Caucasian, relatively well-educated, and primarily heterosexual couples coping with early stage breast cancer. Group processes may have had a different impact for minority, less educated, same-sex couples, male patients and their wives, or for couples coping with other types of cancer.
Fourth, because of the focus on therapy processes, we did not evaluate other possible mechanisms of change that might have contributed to treatment outcomes, including relationship communication and individual coping strategies. Fifth, participants' behavior in group sessions such as their levels of emotional expression was not assessed.
Prior studies of cancer SGs' therapeutic mechanisms have suggested emotional expression contributes to outcomes. 39 Finally, the more complex interactions we reported need to be replicated in other samples.
This study has several clinical implications. Fostering self-disclosure, understanding, mutual liking and caring, constructive confrontation, and collaborative, problem-solving efforts, and reducing group conflict may prove beneficial for group therapy conducted with cancer patients. Facilitating a strong alliance between group leaders and members may also bolster treatment efficacy. Group leaders conducting couples' groups should be aware that the efforts to improve group engagement with one member of a couple may impact the other member of the couple and thus sensitivity to the dyadic effects may bolster treatment efficacy. Because the spouses' level of engagement and conflict did impact patients' outcomes, group leaders of both supportive and more cognitive-behavioral couples' groups may facilitate better outcomes for patients if they can engage spouses in the group process.
Overall, our findings suggest group processes contribute to treatment outcomes for group therapies provided to breast cancer patients and their significant others and should be evaluated.
